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F 000 : INITIAL COMMENTS F Dao Rockeastle Health and Rehabilitation, a

Signature Healtheare Facility does not

A standard health survey was eonducted on believe and does not admit that any
August 24-26, 2010, Deficient practice was © 1 deficiencies existed, either before, during
igentified with the highest scope and severity at \ or after the survey. The Facility reserves

"E" level. all rights to contest the survey finding

through informal dispute resolusion,
Jormal appeal proceedings or any
administrative or legal proceedings. This

An abbreviated standard survey (KY15123) was
atso conducted at this time.  The allegation was
unsubstantiated,

£ 157 483.10(b)}(11} NOTIFY OF CHANGES £ 157]. plan of correction is not meant ¥o ?sraéffsh
S8=F GNJURYIDECLINE/RODM‘ ETC) any SI(Z'?T.dard ofcare, C(?]’?ﬂ“act Obfzgal‘lan
or pasition and the Facility reserves all
Afacility must immediately inform the resident; right fo r ‘.’is e all possible' ?ane”!’:“’fs and
consult with the resident's physician; and ¥ defenses in any type of civil or criminal |
known, notify the resident's legal representative . claim, action or proceeding. Noihing _
ar an interested family member when there is an : contained in this plan of correction should |
accident involving the resident which resuits in © consider as a waiver of any poteniially
injury and has the polential for requiring physician applicable peer Review, Quality
Intervention; a significant change in the resident's Assurance or self critical examination
physical, mental, or psychosocial status {ie., a privilege which the Facility does not waive

deferioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need o alter freatment
-significantly (i.e., a need fo discontinue an
existing form of freatment due o adverse
consequahncas, or (o cammence a new form of

and reserves the right to assert in any
administrative, civil or crimina ¢laim,
action or proceeding. The Facility offers
its response, credible allegations of

i complionce and plan of correction as part

treatmens); or a decision to fransfer or discharge | of s ongoing efforts to provide quality
the resident from the facility as specified in , care (o residents. :
8483 12(a).
The facility must also promptly notify the resident :
: and, if known, the resident's legal representative Fi57 ]
“ar inferested family member when there is 2 , 1. Resident #2 was reassessed and the : E@fk}/ e
change in room or roommate assignment as | intake record reviewed on §-31-2010. The
specified in §483.15{(g)(2); or a change in i resident had a routine appointment
resident rights under Federal or State law or ? University of Kentucky Medical Center on
reguiations as specified in paragraph (b)(1) of §-31-2010. A summary was completed of

this section. i ihe resident exceeding the fluid restrictions

from 9-1-2010 thru 9-9-2010, the

LA%ETRECT?R‘ . UPP R REPRESENTATIVE'S SIGNATURE l TITLE ; ] {XB) DATE
o, Mo jg/el ic?

Any daficiency statlement endmg with an asterisk (*) denotes a deﬂctancy which the institution may be excused from comecting providing i is ae%ermmad fhat
other safeguards provids sufficient proteciion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosabie 80 days
foliowing the date of survey whather or not a plan of correction is provided, For nursing hores, the sbove findings and plans of cosrection are disclosabis 14
days following the date these docum=nts are made avaﬂable to the faclity, If deficiencles are cited, an approved plar of comection is requisite to-continusd
prograrmn pariicipation. .
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F 157 | Continued From page 1 F 157 physician/responsible party was notified
The facility must record and periodically update on $-10-2010,
the address and phene number of the resident's
legal representative or interested famnily member, Resident #5 was reassessed and the
' physician/respensible party were notified
. . . i on 8-25-2010 regarding the skin redness
I?ts REQUIREMENT is not met as evidenced and excoriated area tnder the left breast,
Based on observation, interview, and record .
review, the facility falted to notify the physicians of Resident #13 was reassessed and the
four (4) of twenty (20} sampled residents 7 physman!responﬁbl? party were notified |
(residents #2, #5, #7, and #13) of a need to alter on 8-25-2010 regarding the rash under the -
treatment. Resident #2 exceeded the right breast. >
physician-ordered fluid restriction in July and
August 2010, There was no evidence resident Resident #7 was reassessed and the
#2's physiclan was notified. In addition, residents physician/responsible party were notified
#5, #7, and #13 developed skin on 8-24-2010 regarding the reddened areas
redness/rasheslexcoriation, There was no “on the butiocks, scrotum, and inner thighs.
evidence the residents’ physictans were notified. '
Further, there was no evidence resident #7's 2. All residents with orders for fluid
Regponszble Party (RP) was notified that the restrictions have had their intake records
resident had reddened/excorated skin. reviewed and the physician
The findings include: " notification/responsible party has been
: ) done as appropriate.
“1. Areview of resident #2's medical record : ) ,
: revealed the resident was admitied to the facifity . A skin sweep of all residents was
: on Aprit 26, 2010, with diagnoses that included . completed on 9-15-2010 and notification
' End Stage Cirrhosis of the Liver. A review of the to the physician/responsible party has been |
' physician's orders dated July 10, 2610, revealed done as appropriate,
an order 1o decrsase the resident's fluid
restriction to 1000 cubic centimeters (cc) per day. 3. DON, Staff Development Coordinator
{SDC) or designee will have re-educated -
| A review of resident #2's monthly infake record all Licensed staff by 9/30/2010 on
for July 201G revealed from July 10-31, 2040, physician and responsible party
resident #2 exceedad the 1000-cc fiuid restriction notification when there is an accident !
on 14 of 22 days. For five days in July 2010 the invelving the resident which results in i
facility had not caiculated the resident's 24-hour . 4 has the potential for requirine |
fluic consumption. A review of the monthly intake gy and P o quinng
record for August 1-24, 2010, revealed resident physmafn mteme_ntlon, a s1gn_1ﬁcant
change in the resident’s physical, mental,
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1 2. Observation of resident #5's skin on August
1 25, 2010, at 2:50 p.m., revealed redness and

| nursing assistants were responsible for totaling

#2's fiuid infake exceedad 1000 ce of fluid for
eleven days and the resident’s 24-hour fluid
intake was not calculated for seven days.

On August 25, 2010, from 10:10 p.m. to 10:45
p.m., an inferview with three nurses who worked
the 7 p.m. 1o 7 a.m. shift revealed night shift
NUISes or nursing assistants were required o
calculate the residents' 24-hour fiuld intake
records during the night shift. The nurses stated
if @ resident did not meet the resident's fluid
reduirement, or if the resident exceeded their fiuid
requirements for three days, the resident's
physician was reguired to be notifisd. However,
the nurses were not consistent regarding who
was responsible 1o calculate resident fiuid

consurmpiion records and who was responsible to |

notify the resident's physician. One nurse stated
he/she reported the information on fo the next
shift and "they handie it."

An interview with the Unit Manager on August 26,
2010, at 515 p.m., confirmed resident #2's
physician was reguired {o be nofified if the
resident exceeded the fiuid restriction for threa
days, The Unit Manager stated the night shift

the resident's fluid intake for the previous 24
hours and the night shift nurse was responsible
for faxing a hydration alert form to the resident's
physician when the resident did not mee! their
recommended fiuid requirements or if a resident
exceeded their fluid restriction, However, the Unit
Manager had no documented evidence that
resident #2's physician had been nofified that the
resident exceaded the fluid restriction,

or psychosocial status; a need to alter
treatment significantly; or a decision to
transfer or discharge the resident from the
facility.

Emphasis was placed on notification of
any change such as :
redness/rashes/excoriation/etc. of skin and ;
exceeding fluid restrictions. This included
a review of the skin and hydration policy.

Nursing assistants were re-educated by
DON/SDC/Designee on completing the
C.N.A, Skin Care Alert sheet and on
promptly reporting any changes in the
resident’s skin o the nurse.

4. Physician orders, 24 hour report, CNA
Skin Care Alert sheets, and Weekly Skin
Assessments will be reviewed by Nursing
Administration (including but not lunited -
to — the DNS, Unit Managers, MDS
Coordinator, MDS Nurse, and the
Treatment Nurse) during the clinical
meetings in order to identify notification
of the physician/responsible party and
concerns will be addressed immediately,
This information will also be presented to
the QA meeting monthly by the DNS for
three months, The QA commitiee will
discuss the need for further education, root
cause, interventions, action plans, and
further follow-up as indicated.

5. Date of completion: 10-10-2010
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A review of the August 2010 weekly skin

: under resident #5's breasts.

! resident had a slightly red area under the right
- breast On August 18, 2010, the nurse

| excoriation under both the resident's breasts and |

an opan skin area under the ieft breast that was
approximately one inch tong.

Review of the state certified aursing assistant
{SRNA) skin assessment sheets for July and
August 2010 revealed documeniation of redness
under the residenf's breasts on July 27, 2010,
According to the documentation, the nurse was
notited and cream was placed under the breast

assessmenis revealed on August 4, 2010, the

docurmnerted resident #5 had a red area under the
breast and a treatrment was apphed.

interview on August 25, 2010, at 2:50 p.m., with
the Licensed Practical Nurse (LPN) pen‘orming
the skin assessment and care for resident #5
revealed the LPN was unaware of the excoriation
and redness under resident #5's braasts, and was
unaware of any treatment needed o the breast
area. Interview further reveaied when new skin
problesms were observed a skin report was i
required to be completed, and the physician was |
required to be nofified, '

Record review of nursing noles from May through
August 2010 reveatked no documentation of
physician notification concerming the red areas

&. Observation on August 258, 2010, at 4:50 p.m.,
of resident #13 revealed the resident was sitfing
in a chafr in the resident’s room with blood noted
on the front of the resident's shirt. Obsarvation of
the residents skin underneatn the right breast
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revealed a raw, red rash and the area was
actively bleeding. Resident #13 stated the right
breast was "hurting so bad" the resident was
"getting nauseated.” |In addition, resident #13
slated no treatment had been administered to the
area.

Review of resident #13's Waekly Skin Rosnds
revealed redness was noted under the resident's
breasts on July 24, 2010, however, the physician
was not notified unfit August 21, 2010. Thers was
no documentation that the resident's physician -
was nofified when the resident began having
bloody drainage from the red areas under the
resident's breasts.

An interview conducted on August 25, 2010, at 5
5:05 p.m, with LPN #1 revealed the LPN was g
unaware of the bloody area under resident #13's ' : o
right breast

4, Cbservation of resident #7 on August 24,
2010, at 10:50 a.m., during the inftial four of the
facility reveaied siaff was present assisting the
resident with g bed bath. Observation of the
resident's buttocks, scrotum, and inner thighs {
: revealed the areas were bright red. The redness
| to the sorotum and inner thighs was not
'blanchable. Staff was observed io apply
"Nutrastieid” cream io e reddened areas.

Further observation of resident #7's skin on '
August 24; 2010, at 5:25 p.m., with the siaff nurse
assigned to provide reatments/conduct skin
assessments on the unit where resident #7
resided revesled the resident's bottom, scrotum
and inner thighs santinued o be bright red.
According fo the nurse, the resident's left inner
thigh appeared to have a "blister there at one

+

|
|

i
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time." According fo the nurse, resident #7 had a
treatment ordered for the area but the nurse was
unsure how leng the reddened areas had been
present.

An interview with the nurse assigned to provide
care fo resident #7 on August 24, 2010, at 6:00
p.m., revealed the nurse was not aware the
resident's skin was reddened prior to being told g
few minuies before the interview, The nurse
stated the resident had a rash that "comes and
goas” and had orders for Nystatin: cream fo apply
o the rash.

A interview with the Kentucky Medication Aide
{KMA) Tor resident #7 on Algust 25, 2010, at 3:30
p.m., revealed tha KMA was not aware the
residert had these reddenad areas.

According to an interview with the nurse aide
assigned to resident #7 on August 24, 2010, at
5:45 p.m., the resident's skin was not reddened
approximately two weeks prior, however, the
resident did get red at fimes and it "really, really
huris.” The norse aide stated when the residant's
skir got red, the nurse aide left the resident's brief
open so the resident’s skin could get air,

On August 25, 2010, at 5:05 p.m. and 11:00 p.m,,
interviews with two other nurse aides {(CNAs #1
and #2) who provide care for resident #7 revealad
they were aware resident #7 had redness to the
bottomn and groin areas. ONA #1 stated resident
#7 stated the areas io the scrofum and legs
"hurt™ CNA #1 siated hefshe applied a protective
barrier to the areas. CNA #2 stated resident #7's
redness/rash looked better at times but never
compietely went away. The CNA statec hefshe
atways nofified the nurse of the retdnaess/rash and-

F 157
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the nurse would ask how long the cream
{protective cream) had been in use and would fell
the CNAS to continue io ufifize the cream or leave
the areas open o air,

A review of the "C.N.A. Skin Care Alert"
documentation revealed resident #7's groin area
was red/rashfiritated on July 8, 16, and 20, 2010,
and on August 3, 13, and 17, 2010, A review of
the weekly skin round forms revealed on July 13,
2010, staff documented resident #7's buttocks |
were "red blanchable.”

i

A review of resident #7's medical record revealed
no evidence the resident's physician was notified |
that resident #7 had redness/excoriation to the :
| resident’s botiom, inner thighs, or groin area. ;
An interview with resident #7's responsibie party |
{RP) on August 26; 2010, at 2:48 p.m., revealed
the RP was not aware the residert had
reddened/excoriated skin areas. A review of the:
faciiity's Siin Management and Prevention
Folicy/Procedure that was not dated revaaled if 5
new gkin condition was identified the charge
nurse was required to nolity the resident's
physician and the resident's family. The policy
stated any new sidn condition shouid also be
documented con the appropriate form {individual
Skin Report and the Skin Ulear Change of
Condition Evaluation, if appropriate),

{An interview with the Unit Manager on August 286,
12010, &t 5:15 p.m,, revealed when a skin issue 7
: was identified staff shouid complete an Altered i
Skin Integrity form and an individual Skin Report :

form. According to the Unit Managesr, the forms :
contained specific areas to document that the ; _ !
resident's physician and responsible party were :

FORM CMS-2557(02-98%) Previous Versions Obsolete Event Iz 48iR11 Facility ID: 100375 if continuation sheet Page 7 of 36
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notified. There was ile] E‘Vldeﬂce that these forms 1. Resident #2g ﬂuid resiriction order has

were completed for residents #5, #7, or #13.
Accarding o the Unit Manager, most of the facility
staff was new and may not have known to
complete the required documentaton.

F 2811 482.20(){3)1) SERVICES PROVIDED MEET F 281
38=£ | PROFESSIONAL STANDARDS

been reviewed and has been forwarded to
the Dietary department on 8-4-2010 and §-
26-2010, .

Resident #8 is receiving a health shake
¢ with the noon meal,

The services provided or arranged by the facility g _ .
must meet professional standards of quality. , i Resident #8°s MAR reflects that three
ounces of TwoCal is to be given three

' _ ' times per day.
This REQUIREMENT s not met as evidenced

by ! Resident #3°s physician’s orders and
Based on observation, interview, record review, | MARS is updated to read Lisinopril 2.5mg.
and policy review, the fachity failad fc ensure the ‘
setvices provided met professional standards of Resident #3 is being asked to rinse their
quality for six (6) of twenly (20) residents. The mouth after Advair administration.

facility failed to ensure physician’s orders were
Cafﬂeq lDU{ for residents #2, #3, #8, #?3, and #18, Resident #21°s G-tube is be'mg verified for
in addition, there were emors in technique when

 medications were administered {o residents #3 proper placemenfr n ‘[_he'gastrc)vmtffstm:al
and #21. prior to any administration of medication

or feedings. ;

i

' The findings include:; i ) . . :
: Resident # 13 is receiving Nystatin cream  ©

1. A review of resident #2's medical record under her breast as ordered. g
revealed ths resident was admitted to the facifity : _
on April 26, 2010, with diagnoses that included i Regident #16 is receiving Tramasone
End Stage Cirrhosls of the Liver, A review of the . ¢ cream o scratched areas as ordered,

) physician's orders dated July 10, 2010, revegled |
an order to decrease the resident's fluid Resident #3°s Kenolog treatment has been
restriciion to 1000 cubic centimeters {cc). Further discontinued due to the rash being

raview of physician’s diet orders revealed a diet

| order to decrease the resident's fiuids was not

i communicated to the Distary Deparimend until

P August 4, 2010 (24 days after the physician's

> order was writien), According o the August 4,

i 2010 diet order, resident £2 was to recsive 150 cc

FORM CMS-2557(02-99) Previous Versions Obsalete Event ED: 48IR11 Facdlity II3: 100375 K continuation sheet Page 8 of 36
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of fluid twice daity with medication, 180 cc of milk,
and 160 cc of orange juice at breakfast, 20 cc of
miik and 80 cc of orange juice with lunch, 80 ¢c of
milk with the evening meal, and 80 cc of crange
juice with the nighttime snack. :

A review of resident #2's tray card with the August
25, 2010 noon meal revealed the resident was on
a 1600-cc fiuid restriction, not 1000 oo as ordered
by the physician.

Observation of resident #2 on August 24, 2010, at
515 p.m., and on August 25, 2010, at 1240 p.m,,
revealed the resident received 240 co of milk and
120 cc of orange luice based on the resident’s
previous fiuid restriction of 1500 cc per day.

An interview with the Diefary Manager on August
26, 2010, at 12:00 p.m., revaaled the Dietary
Departrment did not receive an order {o decresase
resident #2's fiuid restriction to 1060 cc and the

| Dietary Department had coxafinued o send fluids
! with resident #2's meals based on a 1500-cc fluid
restriction.

2. Observation of resident#3 on August 24,

: 2010, at 12:05 p.m., revealad the resident was

- served the noon meal and the meal consisted of
. meat, mixed vegetables, macaron! and cheese,
: cornbread, chocoiate cake, coffee, milk, and two
‘fuices, Further observation on August 26, 2010,
tat 12:05 pon., revaaled the resident received
‘coffee, milk, and juice with the meal,

A review of resident #8's tray card for the noon
meal revealed the resident was on a regular dist
and coffer, Kool-Ald, and whole milk were io be

- provided.

the tray cards reflect the current physician

orders,

A list was obtained from the pharmacy for I

all residents with orders for Lisinopril and
Advair for comparison to the MARs and
for Health Shakes and TwoCal for
comparison to the tray cards to insure
proper administration.

Staff are verifying G-mbe placement by
inserting a small amoant of air into the
tabe while listening to the stomach for
gurgling sounds, and by aspirating
stomach contents with a syringe and
allowing the stomach contents to go back

"into the stomach prior to the

adminisiration of medicattons for all
residents with G-tubes.

The TARs have been reviewed to identify
residents receiving treatments. Skin
freatments are being applied as prescribed
for all residents with orders in a timely
MANnneT,

3. Licensed nurses were re-educated by
DNS/Staff Development ‘
Coordinator/desiznee prior to 9/30/10 on
obtaining correct physician orders to
include dosage, diagnosis, and special
instructions. Education also inciuded
review of MARS/TARs during month end
change over fo ensure orders are carried
over from month to month and include any
special instructions, correct drug and

| dosage, following physician orders related
i ‘
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Areview of resident #8's August 2010 physician's
orders revealed an order for & health shake o be
provided every day with the noen meal.

An interview with the Dietary Manager on August
28, 2010, at 12:05 p.m.,, revealed the Diclary

o receive a heaith shake and if a health shake
i was not listed on the resident's tray card dietary
: staff would not provide one,

An inferview with the dietitian on August 26, 2010,
at 2:5¢ p.m., revealed the facility implemented a
new diet system on August 1, 201D, and resident
8's health shake did not get added into the new
system, According to the diefitian, resident #8 did
not receive a health shake with the lunch meal
after August 1, 2010,

i 3. A review of resident #8's medical record

! reveaied a nutritional assessment dated March
18, 2010, According fo the assessment, the
resident had sustained a weight gain and the
distitian recommended a suppiement of TwoCal

| be decreased fo three ounces three times 2 day. |

A physician's order was written for the TwoCal
supplement on April 8, 2010,

A review of resident #8's April 2010 Medication
! Administration Record (MAR) revealed nursing
. staff changed the TwoCal order or the MAR to
i reflect TwoCal, three ounces, three times a day.
However, a review of resident #8's May, June,
July, and August 2010 MARs reveaied TwoCai
was nof administered from May 1, 2010 thru
August 12, 20170,

A review of the physician's orders dated August

13, 2010, revealed a "clarification order” was

‘Marager did riot think resident #8 was supposed -

{ to the dietary department.

! physician orders to the MARs and TARs
. at least five days a week for accurate

. transcription. Medical Records will audit
. the MARSs and TARs weekly for

) : further education, root cause,

The Dietary Manager will attend the
morning clinical meetings and will ensure |
that any new orders regarding RD :
recommendations or physician orders are
noted and carried forth to the dietary cards. .

Licensed staff were re-educated on the
procedurs for inhaler administration and
verification of G-tube placement.

4. Medical Records will compare the

documentation of administration and
compliance with treatments. Any
concerns will be reported to the DNS or
designee and immediate action will be
taken to correct. Results of this audit wiil i
be reperted to the QA committee monthly |
by Medical Records for three months. The:
QA committee will discuss the need for

interventions, action plans, and further
follow-up as indicated.

The Staff Development Coordinator/Unit
Managers will audit twe Licensed Staff or
KMA each week for correct administration
G-tube medications and/or inhalers for
Any concerns will be addressed
immediately. Results of this audit will be
reported to the QA committee monthly by :
the Staff Development Coordingtor for ¢
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i Lisinoprit that was reguired to be administered to
- {he resident

- A review of resident #3's MAR revealed Lisinopril
. was aisc fisted on the MAR without a dosage.

| On August 25, 2010, at 10:50 a.m., an interview

written for TwoCal to be adminisierad fo resident
#8 three times a day.

An interview with the Regisiered Diefitian (RD) on
August 26, 2010, at 3:00 p.m., revealed the RD
ricticed when the RD reviewed the resident's
record on August 10, 2010, that the supplement
was not on the MAR 1o be adminisiered to the
resident, so the RD recommended the arder be
clarified.

4.. Observation of the medication administration
pass on August 25, 2010, at 10:20 a.m., revealed
the nurse administered Lisinopril 2.5 mg 1o
resident #3,

A review of resident #3's August 2010 physician's
orders reveaied an order for one tablet of
Lisinopri! fo be administered by mouth once daily.
The physician's orders did not have the dosage of

conducted with the nurse who administered
resident £3's medicafions revealad the
medication iabel or the residents box of Lisinopril
had the dosage as 2.5 mg. The nurse stated
he/she did not notice the MAR did not list the
dosage for resident #3's Lisinopril.

An infervisw with the Unit Manager on August 25,
2010, at 11:00 a.m., revealed physician’s orders
and MARs come pre-prinied from the facility's
pharmacy every month, and faciiity nurses were
respongible for checking the physician's orders

PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX {SACH CORRECTIVE ACTION SHOULD BE
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three. months. The QA committes will
discuss the need for further education, root
cause, interventions, action plans, and
further follow-up as indicated,

Medical Records and Nursing will audit
the MARs and TARs at the beginning of
each month to ensure all orders have been
carried over correctly or new orders
transcribed correctly, Concerns will be
addressed immediately. Resuits of the
andits will be reviewed curing the monthly
QA with an analysis and interventions.

5. Date of completion:  10-10-2010

i
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rinse hisfer mouth after using Advair,

. On August 25, 2010, at 3:30 p.m., an interview

: conducted with the nurse who administered

: resident #3's medications revealed the nurse was
: aware that the resident should rinse hisiher

i mouth after using an Advair inhaler; howevar, the

and MARs fo ensure they were accurate. in
aadition, the Uni{ Manager stated the nurses
shouid check orders and MARSs when new
medications are deliversd from the pharmacy to
ensure the fabsl on the medication matches the |
MAR,

5. Observation of the medication administration
pass on August 25, 2010, at 10:20 a.m., revealed
the nurse administered an Advair inhaler o
resident #3. There was no cbsarvation that
resident #3 rinsed his/her mouth after using the
Advair inhater,

A review of resident #3's August 2010 physiclan's '
orders revealed an order for ong pulf of Advairio !
be adminisiered to the resident twice daily. The

| order stated the resident should "rinse mouth

after each use.”

Areview of resident #3's August 2010 MAR
revealed the MAR also stated the resident should

nurse forgot to ask resident #3 to rnse his‘her
mouth, -

6. Observation of the medication adminisfration
pass on August 24, 2010, at 525 p.m., revealed
the nurse administered Coumadin medication to
resident #21 viz the residenf's gastric tube without
checking to ensure the gastric tube was
appropriately placad in the resident's
gastro-intestinal fract
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| A review of resident #13's preprinted physician's
" orders for June 2010 revealed an order for

A review of the facility's policy tifled "Medication
Administration Entsral Tubes" dated October
2007 revealed staff was required 1o verify tube
placement by inserting a small amount of air into
the tube and listening fo the stormach for gurgling
sounds, and by aspirating stomach contenis with
a syringe and allowing the siomach contents to
go back inte the stomach prior to the
administration of medications via the gastric tube,

7. Observation on August 25, 2010, at 4:50 p.m.,
of resident #13 revealed the resident was sitting
in a chair in the resident's roorm with blood on the
front of the resident's shirt, Resident #13 stated
nis/her night breast was "hurting so bad"” the
resident was "getting nauseated " Resident #13
stated no treatmant had been administered to the
area. Observation of the skin underneath
resident #13's right breast revealed a raw, red
rash and the area was aciively bleeding.

Calazime cream o be appiied to the red areas
under the residenf's breast every day. Review of
resident #13's Treatment Assessment Records
(TARs) revealed the Celazims cream was applied
eight days during the month of June 2010. There

was no documentation this order was :
discontinued or changed, On August 21, 2010, a |
physician’s order was obtained to wash under the |
resident's breast with warm soapy water, rinse, |
and then dry the area completely and apply
Nystatin cream to the irritated fissue fwice a day
until the area heaied. Review of resident #13's
TARSs reveated staff onty provided the freatment

1 four of nine times in the previous five days,

F281:
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8. Observafion of resident #16's skin on Avgust
26, 2010, at 6:30 p.m., revealed a red/purpie,
slightly raised rash on the resident's lower back
and butfocks/peri-area. The resident atternpted
' to soratch at the area and stated that it "itched

: real bad" during the observation.

A review of resident #16's preprinted physician’s
: orders for June and July 2010 revealed an order
; for Calmeseptine ointment to be applisd topically |
| to the peri-area two times a day and as needed, |
. There was also a physician's order for meistore
barrier cream to be applied to the lower back and
legs two fimes a day and as needed.

A review of resident #16's TAR revealed the
Calmoseptine cream was not applied during the
month of June 2010 and July 2010, as orderad.
Further review of the TAR reveaied the moisture
barrier was only applied 38 of the 122 fimes the
barier was ordered fo ba applied in June and July:
2010,

Further review of the August 2010 preprinted

physician's orders for resident #18 revealed staff _
was to apply Tranascne cream o scratched : i
areas evary six hours, However, a review of the
TAR for August 2010 revealed of the 100 times
the cream was ordered 1o be appliad it was only 5
applied 36 times,

'interview on August 28, 2010, at 6:10 p.m., with
| the Unit Manager revealed resident #16's rash

i would appear and go away from lime o tima,

! Interview further revealed fhe nurse providing

i care should have checked the TAR and provided
| the care accordingly.

8. Observation of the medication administration

!
1
|
w
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pass on August 25, 2010, at 1020 a.m., revezled
the nurse administered oral medications, an

inhaled medication, and a transdermal medication
o resident #3. :

A review of a fax dated August 16, 2010, revealed
a fax was sent to resident #3's physician related
te a rash on the resident's inner thigh and around
the resident's waistiine. According to the fax, the
rash was "very ifchy.”

A review of resident #3's physician's orders dated
August 18, 201G, revealed Kenalog medication
was orderad to be applied to the rash on the
resident's inhar thigh and around the resident's
waist twice daily until the resident's skin was
{"Clear”

{ A review of resident #3's August 2010 treatment
‘record {TAR) revealed the first dose of Kenalog !
‘' was not applied until August 18, 2010, twe days

: after the medication was ordered. In addition,

| according to the TAR, from August 168-25, 2010,
resident #3 missed five doses of the medicatinn,
Four of the doses were missed at 7,00 p.m.

Aqinterview with the nurse who administered i
resident £3's medications on August 25, 2010, |
revealed the nurse was not sure why the

. medication was nol administered unfil August 18,
2010, The nurse stated the procedure for

‘ ordering and obtaining new medications was to 1
fax @ copy of the crder to the faciiity's pharmacy.
Accaording o the nursea, if the fax was sent before !
5:00 p.m., the medication was defivered the same |
day. The nurse stated the pharmacy did not :
dediver madications on Sunday; however, August |
16, 2010, was on Monday. The nurse continued |
that the day shift nurse was respensibie for

1 i i
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providing all resident freatments for the day shift.
The nurse stated the medication aide (KMA)
could also help with treatments when the KMA
came in 1o work at 3:00 p.m. :

On August 25, 2610, from 10:10 p.m. to 10:55
p.mm.,, an interview with three nurses who worked
the 7 p.m. to 7 a.m. shift and a KMA who worked :
ifthe 3 p.m. o 11 p.mm. shift reveaied the nurses

| believed the KMiA was required fo complete i
resident treatments that were scheduled for 7:00 |
p.m., and the KIMA believed the nurse was :
required {o compiete these treatments.

An interview with the DON on August 26, 2010, at
320 p.m., revealed the facility had changed
statfing the week prior (August 15-16, 2010) and
added ancther nurse on the day shift to complete
ireatments; however, the KMA was responsibie to
compiete freatments during thelr shift. The DON
| stated helshe was aware staff had not compieted

' some residents' treatment records, however, did

I not know the reascn/cause as io why the

. reatments had not been provided.
F 282 | 483.20(k){3)(i)) SERVICES BY QUALIFIED F282;
$8=0 | PERSONS/PER CARE PLAN :

The services provided or arranged by the faciity
must be provided by gualified persons in
accordance with each resident's written plan of
care. :

This REQUIREMENT is not met as evidenced
by: :

Based on observation, interview, and record
creview, the faciiity fafled to ensure the services
provided by the facility wers in accordance with
the plan of care for ane (1) of twanty (20)
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ihe resident required the use of a'tab alarm.

! However, observation of resident #8 revealed the

resident was not wearing a tab alarm.
The findings include:

& review of resident #8's medical record revealed
the resident was admitted on March 1, 2008; with
diagnoses that included Alzheimer's Disease and
Anxisty. A review of the resident's most recent
assessment, a significant change assessment
dated July 22, 2010, revealed the resident had
falien in the tast 30 days. According to the
Resideni Assessment Protocols (RAPs) dated
July 22, 2010, the resident's falls had increasad
as a resuit of a decline in the resident's activities
of datly living {ADL) and painful edema o the right
lower extremity. The RAF stated, "proceed fo
care plan for fall prevention.”

| A review of resident #8's care plan dated July 22,
1 2010, revealed & tab atarm was inftated on July

10, 2010, to prevent falis. However, observations

| of resident #8 on August 24, 2010, at 11:50 a.m.,

12:05 pom, 12:20 pom, 8:05 pam, 4:00 pom, 445
p.m., and 5:02 p.m., on August 25, 2010, at 10115
a.m., 1130 am., Z:50 p.m., and 5:05 p.m., and
on August 26, 2010, at 1200 p.m., revealed
resident #8 was not wearing a tab alarm.

A review of resident #8's SRNA Kardex revealed
a iab slarm was nol fisted as & care need for this
resigent

An interview with the Unit Manager on August 28,
201G, at 5:15 p.my, revealed resident #8 took off
the tab alarm because the resident's condition
improvad and the resident was indepandent with

of the tab alarm. The tab alarm has been
discontinued at this time. The Care Plan
has been updated.

2. All residents have been reviewed by the
interdisciplinary team (IDT) for
appropriate use of tab alarms, Results
were relayed to the resident/responsible
party, Care Plans and the SRNA Kardex

changes,

3, Licensed staff were educated by
DON/SDC/Designee prior to 9/30/10 to
update the Care Plans and SRNA Kardex
with any interventions and to discontinue
from the Care Plans/SRNA Kardex any
intervention that was assessed to be no
longer necessary by the physician or IDT.

4. The Unit Manager/Nursing
Administration/Medical Records will audlt
weekly the use of alarms as it relates to
nursing intervention, orders to care plan
and SRNA Kardex to actual usage.
Concerns will be addressed immediately.
Results of the audit will be reported to the
QA committee for three months, The QA
committes will discuss the need for further
education, root cause, interventions, action
plans, and further follow-up as indicated.

5. Date of completion: 10-10-2010

1. Resident #3 has been reassessed for use !

were reviewed and updated to reflect any
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residents. According to resident #£8's care plan F282 iaf!a}!o
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Each resident must receive and the facility must
provide the necessary care and services to alfain
or maintain the highest practicable physical,
mental, and psychosacial well-befng, in
accordance with the compreheansive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on chservation, interview, record raview,
and a review of the fadllity’s skin management

- policy, the ract[;ty failed to provide the necessary

" practicable physical weli-being for four (4) of
;#13 and #16 developad redness/excoriation o
-the skin. The facility failed to ensure freatment
‘was provided io the residents’ skin.

¢ The findings include:

| A review of the faciity's Skin Management and

' care and servicss 1o atfain or maintain the hlghest |

. twenty (20) sampled residents, Residents #5, #7, ; :

right breast. Appropriate treatiment orders
were obtained as needed. Care Plans were
updated to reflect any changes,

Resident #16 was reassessed on 8-28—20!07

regarding the rash. Treatments will

‘continue as ordered. Tramasone cream

has been changed io daily. Care Plans
were updated to reflect any changes,

Resident #7 was reassessed and the
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F 282 Continued From page 17 F 282( |
“ambulation. The Unit Manager stated the tab p309
e e | Resdn 5 was st (910100
Jonger nesded the tab alarm. According o the physwzanfresponmbic? party were notified
on §-26-2010 regarding the skin redness
FUnit Manager staff took resident care plans to d excariated der the Teft breast
- the morming meetings al the facliity and updated Zn cxcarlated area un eg © Jeit breast.
‘ care plans with any new physician's orders or ppropnate freatment orders were
‘changes. The Unif Manager stated nurses obtained as needed. Care Plans were
: shouid akso update care plans and the SRNA updated to refiect any changes.
Kardex (CNA care plans) when new ordess were
: received or with changes in the resident's
| condition, Resident #13 was reassessed and the
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 30¢; physician/responsible party were notified
$8=E | HIGHEST WELL BEING on §-25-2010 regarding the rash under the

physician/responsible party were notified
on §8-24-2010 regarding the reddened areas'
on the buttocks, scrotum, and inner thighs. |

Appropnate treatment orders were
obtained as needed. Care Plans were
updated to reflect any changes.

2. A skin sweep on 9-15-2010 was
completed on all residents. Treatments
were obtained for any areas that were
identified. -
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. Prevention Policy that was not dated reveaaled the
: charge nurse was required to compiets weekly

i skin rounds and complete a “Weekly Skin

: Rounds Form." According fo the pelicy, -any new
| skin condition would be documented on the

appropriate form (individual Skin Report and the
Skin Ulser Change of Condition Evaluation, if
appropriate}. in addition, Certified Nursing
Assistants (CNAs) were required to complete a
fotal. body skin abservation at a minimum of every
shower/bath day. If a new skin issue was
identified, the CNA was required o notify the
charge nurse and a copy of the form was fo be
given o the ADON/designee. According to the
Skin Management Policy, if a new skin condition
was identified the charge nurse was reguired fo
notify the resident's physician and the resident's
family. In addition, according ¢ the policy, all
residents with wounds and other skin concemns
would be reviewed during the weekly At-Risk
Meating. ‘ :

1. An observation conducted on August 25,
2010, at2:50 p.m., revealed resident #5 had a
red, excoriated rash under both breasts. The
observation revesled broken skin under the left
breast that was approximaiely one inch long with
no blesding/drainage noted. A caked-on white
substance was also observed under each breast.

An inferview conducted on August 25, 2010, at
2:50 p.m. and 3:20 p.m., with the Licensed
Practical Nurse (LPN #1} who cared for resident
#5 revealed the LPN was unaware of the rash
and the broken skin under resident #5's breast.
The LPN stated when any new skin issues were
aoted or anything out of the ordinary was
observed a skin report was required to be ,
completed. LPN #1 confirmed there were no skin |

3. Licensed staff were re-educated by
DON/SDC/Designee prior to $/30/10 on
the skin policy which includes use of the
C.N.A. Skin Care Alert sheet not only
during showers but daily during routine
care and the weekly skin assessments
compieted by the licensed nurses,

Nursing Administration will review the
C.N, A Skin Care Alert sheet, weekly skin
assessments, 24 hour report, and physician
orders during the clinical meetings to
ensure any areas of concern are addressed.

4. Medical Records will audit the
physician orders for completeness and will,
compare o the MARs/TARs for accurate
transcription at least five days per week.

In addition to the weekly skin assessments
conducted by the licensed staff, the
treatment nurse will audit the skin of eight
residents per week to montior for
accuracy.

This information will also be presented to
the QA meeting monthly by Medical
Records for three months. The QA
committee will discuss the need for further
education, root cause, interventions, action
plans, and further follow-up as indicated.

5. Date of completion:  10-10-2010
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reports addressing the redness under resident
#5's breasts, or the broken skin under the
resident’s left breast. The interview revealed that
if the State Registered Nurse Aide (SRNA)
identified a rash or skin breakdown, the SRNA
was required o document the rash or skin
breskdown on the SRNA bath log sheet.

An inferview conducted on August 25, 2040, at
3:35 p.m., with the Unit Coordinator reveaied
when performing a skin assessment the nurse
was reguired fo document anything found on the

'+ skin that was not normal, such as skin tear, mole,

bruise, open areas, or excoriafion. The Unit
Coordinator confirmed there was no skin incident
report completed addressing resident #5's rash or
broken skin found under the resident's breast

An interview conducted-on August 25, 2010, at
3:10 p.m., with the Director of Nursing (DON)

: revaaled any skin issve that was a new problem
: for the resident was required o be documented
: on the skin assessment sheet,

An inferview conducted on August 25, 2010, at
£4:30 p.m., with LPN #2 revealed ary change in a

resident's skin would be documented in the
medical record. The LPN reported a change of
condition packet would have been compleied for
any new skin issuss found on a resident

A review of resident #5's physician's orders for
May 2010 revealed an order for Nursing to apply
Calzzime cream 10 the red areas under the
resident's breast, then to place 4 by 4's over the
araa, and fo monitor for further skin breakdown.
Review of the Treatment Administration Record
{TAR) for May 2010 revealed the Calazime craam
was 10 be applied.at 7:00 am. and 7:00 p.m. Ths
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TAR revealed the cream was only applied 20 of
|| the 48 times the cream was scheduled to be
applied during the month of May 2010,

Record review of resident #5's care plan dated
May 18, 2010, revealed staff was o apply
Calazime creamn under the resident's breast. The
care plan revealed under the problem area dated
' May 27, 2010, that staff noted a rash under the

‘ resident's breast. '

- A review of the SRNA Skin Alert forms for July
and August 2010 for resident #5 revealed
redness was identified under the resident’s breast
an July 9, 10, 14, and 27, 2010; however, nothing
was documented for August 2010. The review
revealed on July 27, 2010, the nurse was nofified
of the redness under the resident's breast anpd a
protectant cream was applied.

Review of resident #5's weekly skin assessment
performed/documented by nursing staff revealed
on August 4, 2010, redness was identified under
the resident's right breast; however, the skin was |
intact. The review revealed on August 18, 2010,
2 red area was identified below the resident's
breast. However, the physician was not nofified
and no treatment was initiated.

2. Observation on August 25, 2010, at 450 p.m.,
- of resident #13 revealed the resident was sitling
lin a chair in the residenf's room with blood on the
{front of the resident's shirt. Resident #13
compilained of the right breast "huriing so bad"
the resident was “getting nauseated " Resident
#13 stated no treatment had been adminisiered
to the area. Observation revealed the skin under
{he resident's right breast had a raw, red rash and
the arss was aciively beeding.
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SUNMARY STATEMENT OF DEFICIENCIES

: month of June 2010, There was no’
! documentation this order was discontinued or

.| staff only cleansed and applied the crezm four of
the nine times the cream was scheduled to be !

: Review of resident #13's Weekly Skin Rounds

1 505 p.m., with LPN #1 who was responsibie for
{ providing care to the resident revealed the LPN

- real bad” during the observation.

A review of resident #13's preprinted physician's
orders for June 2010 revealed staff was fo apply
Calazime cream to the red areas under the
resident's breast every day. However, a review of
resident #13's TARSs revealed the Calazime
oream was only applied eight days during the

changed, On August 21, 2010, a physician's
arder was obtained to wash under the resident's
breast with warm soapy water, rinse, and then dry
the area completely, and apply Nystatin cream to
the irritated {issue twice a day until the area
healed. Reaview of resident #13's TARs revealed

appfied during the previous five days.

revealed redness was nofed under the resident's
breast on July 24, 2010; however, the physician
wag not notified until August 21, 2010. There was
no documentstion that the resident's physician
was notified when the redness changed and the
area started having bloody drainage.

An interview conducted on August 25, 2010, &t

was unaware of the bloody area under resident
#13's right braast,

3. Obsearvation of resident #16's skin on August
26, 2010, at 6:30 p.m., revealed a red/purple,

slightly ratsed rash on the resident's lowsr back
and buttocks/peri-area. The resident atiempted

to seratch at the area and stated that it Mitched
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Prior to the observation, an interview conducted
on August 26, 2010, at 4:45 p.m., with LPN #2
revealed ne freatment was being provided for
resident #16 on August 26, 2010, due to the fact
that the rash and scraiches were no longer
visible, LPN #2 further stated that the physician
would be called and the order to treat the
rash/scratches would be discontinued.

A review of resident #16's preprinted physician's
orders for June and July 2010 revealed an order

for Calmoseptine cintment to be applied topically

to the per-area twoe imes a day and as needed.
There was also a physician's order for moisture
barrer cream to be applied to the resident's lower
back and legs two times a day and as needed. -

A review of resident #16's Treatment Assessiment
Record (TAR} revealed the Calmoseptine cream
was not applied during the month of June 2010
and July 2010 as ordered. Further review of the
TAR revealed the maisture barrier was only
applied 38 of the 122 times the barrier was
ordered o be applied in June and July 2010C.

Further review of the August 2010 preprinted
physician's orders for resident #16 revealed staff
was 1o apply Tranasaone cream to scratched
areas every six hours. However, a review of the
TAR for August 2010 raveajed of the 100 times
the cream was ordered to be applied the cream
was only applied 36 tmes. ‘

A review of physician's progress nofes dated
August 16, 2010, revealed the physician
documenied "a little bit of skin excariation” and
resident #16 was scratching the area, The
physician further documanted the resident had

F 300

I
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medications for pruritus (fiching), However,
review of the TARs for June and July 2010
reveaiad resident #£16 was not receiving the
medications for pruritus as ordered.

: Interview on August 26, 2010, af 4:30 p.m., with

LPN #3 revealed the LPN was unaware of any
treatment resident #16 was recaiving for the rash
on the resident's body. Further interview on

I August 28, 2010, at 6:30 p.m., during the skin

: assessment with LPN #3, revealed the LPN was
anaware of the rash on resident #16. LPN #3
stated hefshe had only known the resident ic
hdwve scratches on the resident's back

interview on August 26, 20108, at 6:10 p.m., with
the Unit Manager revealed resident #16's rash
would appear and go away from time to time,
Interview further revealed the nurse providing
carg should have checked the TAR and providad
the care accordingly.

4, Observation of resident #7 on August 24,
2010, at 10:50 a.m., during the initiat tour of the
Tacilty revealed staff was present assisting the
resident with g bed bath. Observation of the
resident's buitocks, scrotum, and inner thighs
revaaled the areas were bright red. The redness
o the scrotum and inner thighs did not blanch.
The staff was observad to apply "Nutrashield®
cream o the reddened areas.

Farther obsarvation of resident #7's skin on

- August 24, 2010, at 5:25 p.m., with the staff nurse

Lassigned to provide freatments/conduct skin

| assessmenis on the unit where resident #7

i resided revealed thes resident's bottom, scrotum,
L and inner thighs continued to be bright red.

| According to the nurse, the resident's left inner
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thigh appeared to have a "blister there at one
time.” According fo the nurse, resident #7 had a
treatment ordered for the area buf the nurse was -
i unsure how jong the retddened areas had been
- present

An interview with the nhurse aide assigned to
resident #7 on August 24, 2010, at 5:45 p.m,,
revealed the resident's skin was nof reddened
approximately two weeks prior, however, the
resident did get red at times and # "really, really
hurts.” The nurse aide stated when the resident's
skin got red, the nurse aide Jeft the resident’s brief
open so the resident's skin could get ais.

Interviews on August 25, 2010, at 5:05 p.m. and
11:00 p.m., with two other nurse aides (CNAs #1
and #2) who provided care for resident #7
revealed they were aware resident £7 had
redness fo the botiom and scrotal area. CNA#1 |
stated resident #7 stated the areas to the scroturm |
- and Jegs "hurt." CNA #1 stated he/she applied a
protective bartier 1o the arcas. CNA #2 stated
resident #7's rednesséirash began to look better at
fimes but never completely went away. The CNA
.| stated hefshe always nofified the nurse of the
redness/rash and the nurse would ask how long
the cream (protective cream) had been in uss
and would tel| the CNAg fo continue to put on the
cream orleave the arsag open to air.

An interview with the nurse assigned to provide
i care to resident #7 on August 24, 201G, at 6:00
s p.re, revealed the nurse was not aware the ;
. resident's skin was reddened prior to being told a |
few minutes before the interview, The nurse ’
staied the resident had a rash that "comes and
goes" and had orders for Nystatin cream to apply
o the rash

i
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An interview with the KMA for resident #7 on-
August 25, 2010, at 3:30 p.m., revealed the KMA
was hot aware the resident had reddened areas.

A review of "CNA SKin Care Alert” revealed
resident £7's groin area was red/rashirritaied on
July 8, 18, and 20, 2010, and on August 3, 13,
and 17, 2010, According o the CNA Skin Care
Alert form, the CNA must complete the form for
all residents on shower days and any {ime a

! change was noted/observed o the resident's

i skin. The form stated the caregiver must then

| give tha form to the nurse immediately, Howsver,
! & review of the forms revealed the nurse had only
- signed thres of the six forms that stated resident
#7's groin area was red. In addition, a review of
"Weekly Skin Rounds" completed by facifity
nurses ot July €, August 3, and August 17, 2010,
the same days redness was documented on the
alert formms, revealed the nurses did not assess
the reddencd areas. A review of the weekly skin
ounds forms revealed on July 13, 2010, resident
#7's buttocks were "red blanchable”

A review of resident #7's medical record revealed !
no evidence resident #7's physiclan was nofified
that resident #7 had redness/irritation to the
resident's botiom, inner thighs, or groin area.

| A review of the facliity's Skin Management and

| Prevention Policy/Procedure that was not dated

i revesdled if a new skin condition was idenfified the
; charge nurse was required to nofify the resident's
physician and the rasident's family.

An interview with resident #7's Responsible Party
(RP) on August 26, 2D10, at 2:48 p.m., revealed
the RP was not aware the resident had
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| reddened/excoriated skin areas. :

An interview with the DON on August 28, 2018, at
3:20 p.m., revealed the facility had changed
staffing the week prior fAugust 15-18, 2010) and
another nurse had been added on the day shift to
compleie treatments; however, the KMA was
responsible to complete freatments during their
shiff,. The DON stated he/she was aware staff
had not completed some residents’ freatmert
records; however, the DON did not know the
reason/why the freatment records had not been
completed. “

An interview with the Unit Manager on August 26,
: 2010, at 5:15 p.m., revealed when a skin issue

: was identified staff should complete an Altered

i Bkin Integrity form and an Individual Skin Report
form. The Unit Manager received the forms after
they were completed and monitored io ensure the
skin conditions had been assessed, were being |
trealed, and were improving. However, according . : ;
i the Unit Manager, mast of the faciiity staff was ¢ .
new znd may not have known to complete the | :
required forms. The Unit Manager stated the
facility alsc monitorad the Weekly Skin Rounds
forms in the At-Risk Meeting. However,
according to the Unit Manager, the staff at the
meeting may have just been ooking at the form

1 o ensure the weekly skin assessments had been
; completad and was not moniioring 1o ensure &l

: skin conditions had been addressed.
F 323 483.25(h) FREE OF ACCIDENT F 323;
$5=D | HAZARDS/SUPERVISIONDEVICES

The facility must ensure that the resident
envirorsment remains as free of accident hazards
as is possible; and each resident recelves ]
adetuate supervision and assistance devices 1o
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prevent accidents. | 1. No specific resident was found to be
| affected by this deficient practice.
;
_ i 2. All residents on the West unit had the
g ; ) . ! potential to be affected by the water
‘ g;]_rs REQUIREMENT is not mfat as evidenced. . exceeding the temperature range.
Based on chservation, interview, and record . :
review, the facility failed to ensure the resident - 3. The hat wactlr:r line was re-rouée;lobl}bthe :
gnvironment remained as free of accident | maintenance department on 9-06-2010.
hazards as possible. The facility's hot water P . .
temperature in three (3) of the resident rooms 4. The maintenance department will be
and one (1) shower room was observed fo range checking and Jogging the water :
from one hundred twelve {112} to one hundred temperatures in 2 minimum of three rooms | :
eighteen (118} degrees Fahrenheit, per unit at least five days per week. Any
. concemns will be addressed immediately.
: The findings include: The administrator will audit the logs :
E ob e | weekly and report findings to the monthly
: Observations of hot water iemperatures QA committee for three months, The QA
condi;c’éegh on August 26, 2010, af; 3:55 p-m., committee will discuss the need for further
Ei\é{r??si 50 eg?g;g?g?g%’ dr%hsei;;?c?;ﬁm education, root cause, interventions, action
shower roolrn ur; the Wes’t Hall ranged from 112 plm, and further follow-up as indicated.
- 1o 118 degrees Fahrenheit,
An interview conducted on Algust 26, 2010, at + 5. Date of completion:  10-16-2010
: 3,50 p.m., with the Maintenance Supervisor {(MS) : :
: revealed resident room water temperatures were
i { randorm y monitored weekly and recorded in a Iog
i book. The MS added the water temperatures in
resident rooms on the West Hell were usually
higher ihan 110 degress Fahrenheft, but afler the
water rah for a while, the tfemperature cooled
down,
An interview conducted on August 26, 2010, at
4:15 p.m., with West Wing Licensed Pracfical :
Nurse revealed ro reported resident injuries from !
hot water.
FORM CMS-2567{02-89) Previous Varsions Obsolete Event iDx: 48IR 11 Facifity [ 100878 i continuation sheet Page 28 of 36




DEPARTMENT GF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:

1010672010

FORM APPROVED
OMB NO. 09380381

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BULDING
B. WING <
185248 ] 08/26/2010

NAME OF PROVIDER OR SUPPLIER

ROCKCASTLE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE ZIP CODE
371 WEST MAIN STREET

BRODHEAD, KY 40405

I8}

- The facility must ensure that residents recelve
: proper treatment and care for the following

. special services:

Injections;

Parenteral and enteral fluids;

Colostorny, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respirafory care;

Foot care; and

Prostheses,

This REQUIREMENT is not met as evsdenc:ed
by.

Based on abservation, 1nterwew and record
review, the faclity failed to ensure cne (1) of

| twenty (20) residents recsived proper oot care,

Resident #7's foenails were observad to be long
and thick, curving down foward the resident's
ioes. There was no evidence proper treatment

and care had been provided for the resident's
faat,

“The findings include:

Obsearvation of resident #7 on August 24, 2010, at
10:607a.m., during the initial tour of the facility
revealed siafl was present assisting the resident

s with a bed bath. Observation of the resident's

L

DON/SDC/Designee prior to %/30/10
regarding checking nails of residents
during daily care. Nail care that cannot be

provided by nursing staff will be placed on.

a the Podiatrist list. A staff member will
assist the Podiatrist as needed and will
ensure that residents on the list are seen.

4. The DNS will audit the Podiatry list to

the actual visit of the Podiatrist to assess if ;
residents were seen timely. Results of the |

audit will be reported to the monthly QA
committee for three months. The QA
committee will discuss the need for further
education, root cause, interventions, action
plans, and further follow-up as indicated.

5. Date of completion:  10-10-2010

i
1
i
i
|
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i. Resident #7 toenails were trimmed on
Recard review of the Weekly Resident Room - ‘: 9-2-2010 during a Podiatrist appointment, '
Temperature Logs dated January 7, 2010 through : _ _ . ‘
August 25, 2010, revealed resident room water i 2. All resident’s toenails have been
temperatures ranged from 102 te 110 degrees aésessed by pursing service
Fahrenbeit Y £ ' :
- F 328 483.25(K) TREATMENT/CARE FOR SPECIAL F 328 . j /
s5-p | NEEDS 3. The nursing staff were educated by -‘C’/if?fla

FORM CnS-2567(D2-99) Pravious Versions Obsolete

BEvent t:48IR 11

- Factity IE: 100375

If continuafion sheat Page 28 of 36




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/05/2010
FORM APPROVED
OMB NO. 0338-0391

| assessment to assess the resident's feet was not

| showers and docurmented that nail care was

toenails revealed the nails were thick and long
and were curving downward toward the resident's
toes. An interview with the resident during this
observation revealed a "specialist has to cut
them...nct been here for a long time.” |
A review of resident #7's medical record revealed
the resident was admitted to the facility on
January 22, 2010, and had diagnoses that
included diabetes. A review of the admission
nursing assessment revealed the portion of the

completed. A review of the resident's June, July,
and August 2010 physician's crders revealed the
resident could see the podiatrisi of the resident's
choice, '

Interviews with two nursing assistants on August
25, 2010, at 3:15 p.m. and 4:45 p.m., revealed
riursing assistants provided nail care during

provided on the CNA Skin Gare Alert form,
however, nursing assistants did not provide
toenail care for diabslic residents, Hwas the
mese's responsibility to provide toenail care for
residents with diabetes, according (o the nursing
assistanis.” According to one of the nursing
assistants, resident #7's toenails had been thick
and long sinca admission. The nursing assistant
stated hefshe was informed the podiainist wouid
have to treat the resident's toenails.

i
!
1
|
i
|
i

Interviews with two nurses on August 25, 2010, at
2:60 p.m. and 3:30 p.m., revealed nursing
assistanis should atert nurses when diabefic
residents require nait care. The nurses siated ffa
resident had a fooi concernfiissue that Nursing felt
uncomfortable providing care for, Nursing put the
resident on a list for the podiairist to sse the
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resident, The nurse who was providing care for
resident #7 on August 25, 2010, stated hefshe
weni o put the resident's name on the fist for
podiatry to see; however, the resideat's name
was aiready on the list. According to the nurse,
the podiatrist was in the facility on the previous
Thursday; howsaver, the nurse was not sure if the
resident's name was on the ist prior to Thursday.

A review of the podiatry iist revealed the list was
kept in & book at the nurses' staticn. Resident
#7's name was on the list with "per family
request” writfen beside the resident's name.

An interview with the Unit Manager on August 25,
2010, a1 1120 a.m., reveaied nurses could put a
resident's name on the list fo be seen by the
podiatrist if the nurse felt & was necessary. The
Unit Manager stated the podiatrist came every
three months and was at the facility the previous
week. The Unit Manager was unablé to provide
avidence the resident's toenails had been
addressed/ireaied during the resident’s stay at
the faciiity.

483.35{) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

 The faciiity must -

(1) Procure food from seurces approved or
considered safisfactory by Federal, State or local
authorities, and '

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s nof met as svidenced

F 328

Farn
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by: : : 1. No specific resident was found to be
Based on abservation, interview, and record ‘ affected by this deficient practice.
review, it was determined the facility falied fo
store, prepare, distribuie, and serve food under 2. All residents have the potential to be .
z sazrt:;y cl%ondltlogs. lObservzaétJ?n of the }kléchen affected by the condensation dripping
an Y line on ugust 24, : D.' reveaied a vent : from: the vent above the serving line, flies,
- in the ceiiing above the serving line contained i and preparing food while not wearinge
condensation which was dripping onto the serving Lo prepating ©
line. Muliiple fiies were observed in the kitchen. i Bloves.
: The Tloor in the food preparation room was dify { L , :
{and sficky and staff was observad to prepare 2 i 3. The floor in dietary will be cleaned and
i sandwich for a resident without wearing gloves. ! waxed on $-23-2010 by housekeeping,
The findings include; The vent above the tray line was
| . disconnected and rerouted on §-27-2010.
1. Observation of the kitchen on August 24, The dietary deparfment was educated by
2010, at 10:45 a.m., ravealed the floor in the food the Administrator on the notification
preparation room was dirty and sticky. process of equipment or maintenance
issues, ’
An interview with the Dietary Manager (DM) on
S BRE TSR | e e s 20
needed to be waxed. The DM further stated fo the dictary stockreom. Chemical fros
hefshe had not reported the need for the floors to . ymﬁ ms‘ecth n kr & din th
be waxed fo anyone. ) installed in the stoc' YOO and in the |
. hallways of the facility. A new pest i
2. DObservation of the Seerng Ilne for the noon C()ntrﬁl company has beep contracted as Of
meal on August 24, 2010, at 12:22 p.m., and the 8-30-2010.
evening meal on August 24, 2010, at4:35 p.m,, !
revealed a vent above the serving line had The dietary department was educated on |
condensation that was dripping onto the the nse of gloves for food preparation by ;
trays/food on the serving fine. the dietary manager on §-27-10,
An interview held with the DM on August 24, 4. The Administrator will audit the kitchen|
é{}’l D’ﬂ?ﬁ"? P, revea!fe:[?‘ the F./é?!mezaurtrce weekly for the next four weeks related to
Epartiment was aware of Ine problem, Jul was proper functioning of equipment, -
uncertain how to fix the prabiem. The-DM further condition of floors. as well as use of
sizted the dripping condsnsation had been an gloves during food: preparation. Results of :
- ongoing problem during the summer months, S '
; going B 9 the audit wili be reported by the ‘
FORNM CMS-2567{02-09) vaiugs Versions Obsolete Event 10: 481711 Faclliy i, 100375 If confinuation sheet Page 32 of 36



PRINTED: 10/05/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APEROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D938.0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLYA (¥2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

‘ A BULDING ‘
c
185245 B. WING 0812612010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

371 WEST MAIN STREET

ROUCKCASTLE HEALTH & REHABILITATION CENTER BRODHEAD, KY 40408

R4 1D SUMMARY STATEMENT OF DEFICENCIES

-1 PROVIDER'S PLAN OF CORRECTION (X5)
FREFLY {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE  COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;, P TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
; DEFICIENCY) ,
F 377 Continued From page 32 F 371 Administrator monthly to the QA
o ) ; committee for three months. The QA
An interview with the Mainienance Manageron .. committee will discuss the need for further

| August 26, 2010, at 4,55 p.m,, revealed the
Mainienance Managet was unaware the venf was
dripping condensation in the Dietary Department
above the'serving line. The Maintenance
Manager further stated if 2n employee found a
matntenance problem a work order was reguired
fo be sent 1o the Mainienance Depariment so the
problem could be resolved. The Malntenance
i Manager further stated that &t no time had he/she
©  received a work order to fix the vent in the Dietary :
Department. :

education, root cause, interveniions, action
plans, and further follow-up as indicated.

3. Date of completion; 10-10-2010

3. Cbservaiion of the serving fine and kitchen of
the Tacility on August 24, 2010, at 4:40 p.m.,
during the evening meal, revealed fiies in the
serving fine area, flies on the napkins and lids
sitting on a cart beside the hand sink, flies on the
food cart, and a tly on a dish of covered pudding.

L AR interview with the DM on August 25, 2010, at
1 2:5C p.m., revealed the facility had a pest control
contract but it did not address flies. The DM : : :,
further stated in the past the facllity utilized a fly ﬁ
frap light; howeaver, the bulb in the fly trap was no
jionger workihg. The DM felt the problem with
fies was due to the faciily's dietary staff leaving
the outside door open during breaks,

4, Observation of the serving line for the evening

meal on August 24, 2010, at 5:20 p.m., reveaisd

a dietary aide prepared a turkey sandwich for a
resident with his/her bare hands.

: During an interview on August 24, 2010, at 5:25
tpum, the dietary aide stated, *| know what | did
lwas wrong. i should have put gioves on o maks

“ the sandwich." The dietary aide siated he/she
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: had been taught by the facility to atways wear 1. The insulin and box of Ipratorpium
- gloves when preparing food. Bromide with Albuterol Sulfate and
. ) . Xopenex was disposed of and reordered.
An interview with the DM on August 24, 2010, at
€:1% p.m,, revealed the empioyee shouid have Room temperatures are within the
worn gloves when making the furkey sandwich for appropriate range
the resident The DM stated the dietary ’ |
employees were frained 1o atways wear gloves s . |
when handiing food and 1o never handle food with 2. All medication raoms were aUdlt.e d ﬁ).r |
their bare hands. opened and undated insulins. Any insuling;
F 431 483,60(b), (d), () DRUG RECORDS, E 434 fc_aund to be opened and undated were
ss=D | LABELISTORE DRUGS & BIOLOGICALS disposed of and reordered.
The faciiity must employ or obtain the services of ‘ Medications that required storage at ‘
& licensed pharmacist who establishes a system - specific temperatures were examined and
of records of receipt and disposition of all if found to be stored at the improper
controfied drugs in sufficient detail to enable an . temperature were removed,
- accurate reconciliation; and determines that drug
records are in order and that an account of all ‘ 3. Licensed staff and KMAs were
controlied drugs is maintained and periodicatly . educated by DON/SDC/Designee prior to
reconciied, $/30/10 on dating medications when
. i - ened and monitoring of the medication
Drugs and biclogicats used in the facility must be fc?om temperatures wli ch includes
labeled in accordance with currently accepted notifying plant operations if the
professional principles, and inciude the %}f . 2 ¢
appropriate accessory and cautionary temperature 1s out of range.
instructions, and the expiration date when ) . . . ]
applicable. 4. Nursing Administration will review the
medication rooms and carts weekly for |
in accordance with State and Federal laws, the undated medications. i
facility must store all drugs and biologicsls in
: locked compariments under proper temperaiure Plant operations will audit the medication
- controls, and permit only authorized personnel to room temperatures to ensure temperatures
have access to the keys. are not above 77 degrees,
The fa"f”tylm“s; p;oﬂde serrgaratekyfl;}ckfd, . Results of the audits will be presented by
perranaently affixed compartments for storage o the DNS and plant operations to the
éc;n’rroileﬁ dﬂ?gs ér}stec ;&f:gidwe h "uPT the 4 monthiy QA committee for three months.
: roprenensive Lrug revention an The QA committee will discuss the need
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Control Act of 1976 and other drugs subject fo
abuse, except when the facility uses singls unit
package drug distribution systerns in which the
gquantily stored is minimal and a missing dose can
be readily detected.

“1
.
(i)
i

for further education, root cause,
interventions, action plans, and further
follow-up as indicated. '

Date of completion: 10-16-2010

This REQUIREMENT is not met as evidenced
by :

Based on observation and interview, it was

i determined the facility falled fo store all drugs

! under proper femperature controls, and failed to
 label all drugs and biologicals used in the faciiity
' in accordance with currently accepted
professional principles. The facility had one (1)
vial of open (in use} insulin that did not have the
date when the bottle was opened written on the
bottie. in addiion, the medication room contained
ipratropium Brormide with Albuterol Suliate for a

! nebulizer treatment, Albuterol Suifate fora

i nebulizer treatment, and Xopenex for a nebulizer
treatment, which were stored at improper
temperature levels,

The findings include:

Obsarvation of the facility's medication room on
the indian Trail Wing of the facility on August 26, |
2010, at 5:55 p.m., revealed g box of [pratropurn |
Bromide with Albuterci Sulfate and Xopenex for
nebulizer freatments being stored on the counter. :
The manufacturer's labsls for both drugs stated to i
store the medications at 2 femperature of 68-77
degrees Fehrenheit. A box of Albuterol Sulfate
for nebulizer treatments was also being stored on
the counter. The manufacturer's label stated to
siore the medication at a temperature of 36-77
degrees Fahrenhelt. Observatjon on August 26,

i
1
]
H
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2010 at 5:55 p.m., revealed the temperature of
the medication room was 81.7 degrees
Fahrenheit.

Further observation revealed a botile of Novolin R
insulin was opened and available for use that did
not contaln a date fo lnd:c:ate when the bottle was
openad.

An interview with the Charge Nurse (CN) on the
tndign Trail Unit of the faciiity on August 26, 2010,
at6:15 p.m., revealed temperatures were not
routinely monitored in the medication room. The
N further revealed the Novolin R insulin should
hiave been dated by the nurse who opaned the
bottle and should be discarded afier being
opened for 30 days. According io the CN, night
shift nurses were required to check for cutdated
medicafions and should have discarded the
insuiin.

§

F 431
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K 000 | INITIAL COMMENTS KO00! k.05]
1.  No residents were Tound to have
A life safety code survey was inifiated and been negatively effected,
concluded on August 26, 2010, for compfiance ’
with Title 42, Code of Federal Regulations, 2.. All residents had the potential to be
§483.70. The facility was found not o bein effected.
cormpliance with NFPA 101 Life Safety Code,
2600 Edition. : ;

: 3. On 8/31/10 FASCO (Fire Systems
' Company) re-programmed fire alarm so

Deficiencies were cited with the highest deficiency that lights would stay on during the silence

“dentified at "F" jevel,

K 051| NFPA 101 LIFE SAFETY CODE STANDARD | Kost| 0% afs0/0
58=F : ; .
A fire alarm system with approved components, | 4. Maintenance department will test fire
devices or equipment is instalied according to alarm system weekly on silence mode to
NFPA 72, National Fire Alarm Code, to provide ensure lights stay on. Results will be kept
sffective waming of fire in any part of the buiiding. in a log. The administrator will audit the
Activation of the complete fire atarm system is by ‘ log weekly and report findings to the
manual fire alarm inftiation, asiomatic detection or monthly QA commitiee for three months,
extinguishing system cperation. Pull stations in : The QA commiitee will discuss the need
patient slesping areas may he omitted provided for further education, root cause,
that manual pull stations are within 280 fest of | interventions, action plans, and further

murse's stations. Pull stations are located in the
path of egress. Electonic or wiitten records of
tests are availlable. A reliable second souwrce of
power is provided. Fire alarm sysiems are
makitained in accordance with NFPA 72 and
records of maintenance are kept readily available,
There is remote annunciation of the fire alarm
‘system to an approved central station.  19.3.4,
96 :

follow-up as indicated.

5. Corrected by 9/30/2010

M&E@Wﬁﬁ%@ LIER REPRESENTATIVE'S SIGHATURE TTLE ;(xe) BATE

Any deficiency statement ending with an asterisk (%) denotes a deficlency which the institition may be excused fom corrscting providing it is determined th‘a\t
other safeguards provide sufficient protection to the patients. (Ses instructions,) Excapt for nursing homes, the findings stated above ate disclosable 90 days
fullowing the date of survey whether or not 2 plan of corraction i provided. For nursing homes, the shove findings and plans of correstion are disciosabie 14
days foliowing the date these documents are made avaliabie to the facility. IF deficiencies are cited, an approvad plan of corection is requisite to confinued
program participation. ‘
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K 051 Continved From page 1

This'STANDARD is not met as evidenced by
: Based on observation and interview, the faciilty

i to NFPA standards. This deficient practice

1 affected ten (10) of {en (10) smoke

: comparnments, staif, and all the rasidents. The
 facility has the capacity for 108 beds with a
census of 100 on the day of the survey.

The findings include:

: During the Life Safety Code tour on August 26,
2010, at 11:46 a.m., with the Director of

‘ Maintenance, a test of the fire alarm system
 revealed after silencing the atarm the visual

{ indicafors were chserved nof to operate. The
: visual indicators must continue to operate until
| the systemn has been reset,

fAugust 26, 2090, at 11:45 am., revealed the
{ Director Mainienance was not aware the fire
: alarm systern was not operating correctly.
 Reference: NFPA 72 (1998 Edition).

. 1-5.7.1 Visible Zone Alarm Indication,
i Ifrequired, the location of an operated inftiating

“Hfire zonhe, or other approved subdivision by
operation of an audible alarm sitencing means,
K 147 | KFPA 101 LIFE SAFETY CODE STANDARD
88=D

with NFPA 70, National Electrical Code. 8.1.2

failed to maintain the fire alarm system according

An interview with the Director of Maintenance on

device shall be visibly indicated by building, floor,

annunciation, printout, or other approved means,
The visible indication shall not be cancelad by the

Erectrical wiring and eguipment is in accordance

K 084

K 147
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K 147 Continued From page 2 K 147
K-147 g
q/3c/i0

This STANDARD s not met as evidenced by:
Based on observation and interview, the facility
falled to ensure that electrical wiring and
standards met NFPA requirements, This
deficient practice affecited ane (1) of ten {10)
smoke compartments, staff, and approximately
tweniy (20) residents. The facility has the -
capagily for 109 beds with a census of 100 on the
day of the survey. :

| The findings include:

 During the Life Safety Code tour on Auguist 26,

2010, at 8:55 a.m., with the Diractor of
Maintenance, two extension cords were observed
to be plugged Into a receptacle in the aitic aréa of
the East Wing. Flexible cords and cabies cannot
be used on a permanant basis in this ares,

An interview with the Director of Maintenance on
August 286, 2010, 2t 8:55 a.m., revealed heat and
air contraciors connected one of the extension

s cords fo a pump in the heat/alr unit about a year
fago. The Director of Maintenance did not know

the purpose of the other extension cord.
Reference: NFPA 70 {1999 Edition).
400-8. Uses Not Permiited

Unless specifically permitted in Section 400-7,
fiaxibie cords and cables shall not be used for the

!t following:

1. As a substitute for the fixed wiring of a
| structure '

: found no more extension cords.

1. Noresidents were found to have
been negatively effected.

2, All residents had the potential to be
effected.

3. Extension cords were removed and
wiring was hard wired on 9/2/10.

4. Maintenance department visually
inspected all accessible attic areas and

Maintenance department will visually
inspect attic areas after confract

maintenance work to ensure proper wiring. i

3. Corrected by 9/30/2G10
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floors

I similar opesings

ceilings, or floors

K 147 | Continued From page 3

2. Where run through holes in walls, structural
cellings suspended ceilings, dropped ceilings, or

3. Where run through doorways, windows, or

| 4. Where attached to bufiding surfaces

, Exception: Flexible cord and cable shall be
parmittad to be atiached fo buikling surfaces in
accordance with the provisions of Section 364-8.
5. Where concealed behind building walls,
structural cettings, suspended cellings, droppad

6. Where installed in raceways, except as
othernmse permitted in this Code

K147
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